difference between the birthweight groups. These figures are based on the lengths of stay in three treatment regimens-intensive care, high dependency care, and special care-the average daily costs of which are estimated to be £235, £122, and £43 respectively. The survival of very low birthweight infants (less than 1500 g) at this hospital has improved from 42% to 73% since the introduction of regional funding for neonatal intensive care. This increase in survival has been brought about without undue disability in the survivors.
It is generally accepted that investment in neonatal intensive care reduces mortality among very low birthweight infants. Opponents would argue, however, that in the light of competing demands for scarce resources, the costs of the services are high, especially if morbidity is not reduced. Although outcome in terms of mortality and morbidity are well documented in this country' and both costs 
Methods
The number of days the 1329 babies admitted spent in the three phases of care was analysed by three birthweight groups (less than 1000 g, 1000 to 1499 g, and 1500 g and above), for inborn and outborn infants, survivors and non-survivors. 
Discussion
Neonatal intensive care is considered to be one way of reducing perinatal and neonatal mortality. Our findings indicate the costs associated with the current provision of neonatal intensive care in a major English maternity hospital, with costs of providing intensive care to inborn infants ranging from £2500 (for infants above 1500 g birthweight) to £10 000 (for infants under 1000 g). The prevention of low birthweight might be a more cost effective alternative, but the ways of achieving this still need to be investigated.
It can be seen from Table 4 that although the survival for all birthweight groups improved after the introduction of neonatal intensive care the change is most noticeable in infants of very low birthweights (less than 1500 g). For the birthweight group 1000 to 1499 g the improvement in survival was from 63% to 83% and for the infants weighing less than 1000 g the improvement was from 11% to 47% over the same time periods.
Sinclair et a14 have pointed to the dangers of assessments of outcome based solely on regional referral units, owing to the possibility of selection bias. That is, when a referral centre is established it may attract those babies (or pregnancies) with the best prognosis from the surrounding district. Therefore, improvements in survival observed in the referral centre may be partly offset by reductions in survival elsewhere.
The empirical impact of selection bias is likely to vary from place to place, depending on local referral patterns. Sinclair et al estimated that selection bias accounted for 28% of the improvement in the survival rate among all very low birthweight babies born in a region of Ontario during the two periods they studied. To investigate this possibility in the West Midlands we have also extracted data for the region as a whole, excluding infants born at this Figure. ) The extra cost of this morbidity is very dependent on the nature of the disability and with our very small numbers of handicapped babies a detailed costing was not undertaken.
Over the two year study period a total of eight infants were admitted to the neonatal unit 
